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Multistate Outbreak of Monkeypox — Illinois, Indiana, and Wisconsin, 2003 


CDC has received reports of patients with a febrile rash 
illness who had close contact with pet prairie dogs and other 
animals. The Marshfield Clinic, Marshfield, Wisconsin, iden- 
tified a virus morphologically consistent with a poxvirus by 
electron microscopy of skin lesion tissue from a patient, lymph 
node tissue from the patient's pet prairie dog, and isolates of 
virus from culture of these tissues. Additional laboratory test- 
ing at CDC indicated that the causative agent is a monkeypox 
virus, a member of the orthopoxvirus group. This report sum 
marizes initial descriptive epidemiologic, clinical, and labora 
tory data, interim infection-control guidance, and new animal 
import regulations. 

As of June 10, a total of 53 cases had been investigated in 
Illinois, Indiana, and Wisconsin. Of these, 29 (49%) cases 
were among males; the median age was 26 years (range: 4—53 
years). Data were unavailable for sex and age for two and 14 
patients, respectively. A total of 14 (26%) patients have been 
hospitalized, including a child aged <10 years with encephalitis. 

Detailed clinical information was available for 30 cases 
reported in Illinois and Wisconsin. Among these, the earliest 
reported onset of illness was on May 15 (Figure 1). For the 
majority of patients (22 [73%)}), a febrile illness has either pre- 
ceded or accompanied the onset of a papular rash (Figure 2); 
respiratory symptoms (16 [64%]), lymphadenopathy (14 
[47%]), and sore throat (10 [33%]) also were prominent signs 
and symptoms (Table). The rash typically progressed through 
stages of vesiculation, pustulation, umbilication, and encrus- 
tation. Early lesions became ulcerated in some patients. Rash 
distribution and lesions have occurred on the head, trunk, 
and extremities; many patients had initial and satellite lesions 
on palms, soles, and extremities. Rashes were generalized in 
some patients. 

All patients have had contact with animals; however, at least 
two patients also reported contact with another patients 


lesions or ocular drainage. A total of 51 patients reported 


FIGURE 1. Number’ of persons with monkeypox, by date of first 
symptom onset — Illinois and Wisconsin, May 15—June 10, 2003 
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direct or close contact with prairie dogs (Cynomys sp.), and 
one patient reported contact with a Gambian giant rat 
(Cricetomys sp.). One patient had contact with a rabbit (Fam 
ily Leporidae) that became ill after exposure to an ill prairie 
dog at a veterinary clinic. Traceback investigations have been 
initiated to identify the source of monkeypox virus introduced 
into the United States and have identified a common distribu- 


tor where prairie dogs and Gambian giant rats were housed 
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FIGURE 2. Secondary lesions of monkeypox on a patient’s 
hand — Marshfield Clinic, Marshfield, Wisconsin, 2003 


TABLE. Clinical features of persons with monkeypox — Illinois 
and Wisconsin, 2003* 

Clinical features No. cases (%) 

Rast ya (83) 
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Milwaukee-Waukesha Consortium for Emergency Public Health 
Preparedness, Milwaukee; D Schier, Oak Creek Health Dept, Oak Creek; 
C Tomasello, Shorewood/W hitefish Bay Health Dept, Shorewood: ] Ove, 
South Milwaukee Health Dept, South Milwaukee; D Rausch, MS, 
N Healy-Haney, PhD, Waukesha County Health Dept, Waukesha; 
N Kreuser, PhD, Wauwatosa Health Dept, Wauwatosa; MV Wegner 
MD, J] Kazmierczak, DVM, C Williams, DVM, DR Croft, MD, HH 
Bostrom, JP Davis, MD, Wisconsin Dept of Health and Family Sves; 
R Ehlenfeldt, DVM, Wisconsin Dept of Agriculture, Trade and Consumer 
Protection; C Kirk, Wisconsin State Laboratory of Hygiene. M Dworkin, 
MD, C Conover, MD, Illinois Dept of Public Health. R Teclaw, MD, 
H Messersmith, MD, Indiana State Dept of Health. Monkeypox 
Investigation Team; M] Sotir, PhD, G Hubhn, MD, AT Fleischauer, 
PhD, EIS officers, CDC. 
Editorial Note: In 1970, human monkeypox was first identi- 
fied in the Democratic Republic of the Congo (DRC) in a 
region where smallpox had been eradicated in 1968 (/). 
Monkeypox is caused by an orthopoxvirus that clinically 
resembles smallpox virus but differs both biologically and 
epidemiologically (2—5). After an incubation period of 7-17 
days, the disease is characterized by the onset of a prodrome 
of fever, headache, backache, and fatigue. The monkeypox 
rash includes macules, papules, vesicles, pustules, and crusts 
that evolve in the same stage over 14—21 days, similar to small- 
pox (6). A major clinical difference between monkeypox and 
smallpox is pronounced lymphadenopathy in a majority of 
patients with monkeypox (6). Relatively inefficient person- 
to-person transmission has been documented for monkeypox, 
and the case-fatality rate has been approximately 1%-—10% in 
Africa, with higher death rates among young children (2,5,6). 
Preliminary findings from these investigations indicate that 
the primary route of transmission to humans is from close 
contact with infected mammalian pets. However, the possi- 
bility of human-to-human transmission cannot be excluded. 
CDC has issued interim guidance for infection control, expo- 
sure management, monitoring of exposed persons, and dura- 
tion of isolation procedures in health-care and community 
settings for patients with suspected monkeypox (http:// 
www.cdc.gov/ncidod/monkeypox/infectioncontrol.htm). Per- 
sons seeking medical care with unexplained fever, rash, or 
prominent lymphadenopathy should be asked about expo- 
sure to unusual or exotic pets, especially small mammals such 
as prairie dogs or ( yambian giant rats. If monkeypox infection 
is suspected, standard, contact, and airborne precautions 
should be applied in all health-care settings (http://www. 
cde.gov/ncidod/hip/ISOLAT/Isolat.htm). Interim guidance 
for veterinarians and pet owners also are available at hetp:// 
www.cdc.gov/ncidod/monkeypox/animalguidance.htm. These 
recommendations are modeled after human infection-control 
guidelines, with modifications appropriate for veterinary and 


home settings where airborne precautions might not be 





feasible. In addition, these guidelines outline the appropriate 
management of exposed or ill pets to help prevent further 
transmission of monkeypox among animals. 

Introduction of exotic species, such as rodents from Africa, 
poses a serious public health threat because of the potential of 
monkeypox virus infection and other nonindigenous pathogens. 
Serosurveys of various healthy rodents (and nonhuman pri- 
mates), including Cricetomys emini, captured wild in Africa, 
have demonstrated orthopoxvirus antibodies (7). Monkeypox 
virus also has been isolated from a rope squirrel (Funisciurus 
anerythrus) found with skin lesions in the vicinity of 
monkeypox cases in DRC (8). Accordingly, pursuant to 42 
CFR 71.32(b), CDC is implementing an immediate embargo 
on the importation of all rodents from Africa (Order Roden 
tia). In addition, CDC and the Food and Drug Administra- 
tion, pursuant to 42 CFR 70.2 and 21 CFR 1240.30, are 
prohibiting the transportation or offering for transportation 
in interstate commerce, or the sale, offering for sale, or offer 
ing for any other type of commercial or public distribution, 
including release into the environment of prairie dogs and the 
following rodents from Africa: tree squirrels (Heliosciurus sp.), 
rope squirrels (Funisciurus sp.), dormice (Graphiurus sp.), 
Gambian giant pouched rats (Cricetomys sp.), brush-tailed 
porcupines (Atherurus sp.), and striped mice (Hybomys sp.). 
States can elect to enact measures to prohibit the importa- 
tion, sale, distribution, or display of animals that could result 
in transmission of infectious agents (9, /0). 

Health-care providers, veterinarians, and public health offi- 
cials who suspect monkeypox in animals or humans should 
report such cases to their state and local health departments. 
CDC requests that reports of suspect cases from state health 
departments be directed to the CDC Emergency Operations 
Center, telephone 770-488-7100. Additional information 
about monkeypox, including an interim case definition, 
is available at http://www.cdc.gov/ncidod/monkeypox and 
http://www.cdc.gov/ncidod/monkeypox/casedefinition.htm, 
respectiv ely. 
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TABLE 1. Percentage of persons aged 18-64 years who reported ever having had an HIV test and percentage of those tested who 


reported having had their most recent HIV test during the preceding 12 months, by area — Behavioral Risk Factor Surveillance Sys- 
tem, United States, 2001 





Sample Ever tested Tested during preceding 12 months 

Area size (95% Ci*) % (95% Cl) 
Alabama 2,227 (44.9-49.8) 35.8 (32.4—39.3) 
Alaska 2,605 56.9 (53.9-60.0) 32.5 (28.6—36.4) 
Arizona 2,504 (44.5-—50.3) 26.8 (23.3-30.4) 
Arkansas 2,310 (40.8-—45.5) 29.3 (26.1-—32.6) 
California 3,493 (47.8—52.1) 27.0 (24.4-—29.5) 
Colorado 1,729 (46.4—51.9) 28.3 (24.9-31.7) 
Connecticut 6,170 (46.4—49.5) 27.4 (25.4-29.5) 
Delaware 2,746 (47.1—52.0) 33.1 (29.9-36.4) 
District of Columbia 1,568 65 (62.3-68.4) 37.0 (33.4—40.5) 
Florida 3,474 2 (55.2-59.2) 32.4 (29.8-35.0) 
Georgia 3,805 (52.6—56.8) 32.7 (30.0—35.3) 
Guam 802 (38.5—46.5) 29.2 (23.9-—34.5) 
Hawaii 3,638 (39.2—43.6) 29.0 (25.7-—32.2) 
Idaho 3,838 (39.2—43.2) 26.6 (23.9-29.4) 
Iilinois 3,254 (43.3—48.8) 25.7 (22.1-—29.3) 
Indiana 3,218 (40.2—44.1) 28.6 (25.8-—31.5) 
lowa 2,711 (31.2—35.5) 25.2 (21.8-28.6) 
Kansas 3,683 (39.2—42.9) 26.3 (23.8-28.9) 
Kentucky 5,892 (37.7-—41.5) 27 (24.5-30.2) 
Louisiana 4,079 (45.6—49.2) 35.5 (33.0-—38.1) 
Maine 1,918 (39.8—45.0) 18.5 (15.0—22.0) 
Maryland 3,645 (53 (28.9-34.1) 
Massachusetts 7,019 (44 (23.2—26.9) 
Michigan 3,111 (44 (24.3-29.9) 
Minnesota 3,172 (35 (25.1-—31.4) 
Mississippi 2,429 (45 (30.0-—36.9) 
Missouri 3,247 (41 (28.2-—34.8) 
Montana 2,596 (40 (22.2-29.4) 
Nebraska 2,803 (30.5 (23.3-30.1) 
Nevada 2,118 (56.5 (30.0—38.9) 
New Hampshire (42.8- (20.3-—25.5) 
New Jersey (45.7- (24.8-29.7) 
New Mexico (45 (30.0—36.1) 
New York (47 (27.4—32.8) 
North Carolina (47.2 (27.8-33.4) 
North Dakota (31 (23.4—31.0) 
Ohio (39.0—43.6) (22.7—28.9) 
Oklahoma (38.4—42.8) (22.2—28.7) 
Oregon (42.8-—47.7) (21.6—27.6) 
Pennsylvania (37.8—42.1) (23.7—30.1) 
Puerto Rico (42.1—46.8) (24.1-30.8) 
Rhode Island (46.0—50.3) (26.9-32.8) 
South Carolina (48 (30.6-—37.1) 
South Dakota (29.8—< (24.2—30.1) 
Tennessee (40 (22.7—29.3) 
Texas (47.8—51.1) (32.1-—36.5) 
Utah (31.6-—35.9) (24.7-31.7) 
Vermont (41 , (21.6-—26.9) 
Virgin Islands (55.2-60.§ (35.9-43.4) 
Virginia (51.6- § (28.7-34.9) 
Washington (47.2-51.1) (21.8-26.4) 
West Virginia (37.4—42.0) 3 (24.6—31.4) 
Wisconsin 760 (38.6-—43.0) 27.5 (24.2—30.3) 
Wyoming 492 (39.7—44.1) 24.7 (21.7-27.8) 
Total (median) 170,412 


* Confidence interval 
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TABLE 2. Percentage of persons aged 18-64 years among those ever tested for HIV who reported that their last test was voluntary,* 
by area and sex — Behavioral Risk Factor Surveillance System, United States, 2001 





Area 


Men 





Women 





(95% Cit) % 


(95% Cl) 


Total 





(95% Cl) 





Alabama 
Alaska 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Velaware 
District of Col 


Florida 


Kar sas 
Kentucky 


Aj Ming 
vvyvV 4 


Total (median) 


(46.9-58.7 75.3 
9-61.2) 74.8 
58.3-69.5 73.6 


51.3 


72.2 


60.2 
61.8 
66.9 
67.8 
65.5 
67.7 
58.6 
63.8 
61.9 
66.2 
64.3 
66.5 
62.9 
64.4 
53.0 
63.2 
66.3 
58.3 
60.4 
63.6 
73.8 
66.0 
59.1 
65.9 
62.0 


63.8 


(61.5-68.3) 
(60.9-68.5) 
(65.2-72.5) 
(61.6-68.5) 
(66.0-71.5) 
(61.0-68.3) 
(58.9-63.3) 
(49.7-56.5) 
(77.4-83.1) 
(65.6-70.5) 
(59.5-65.1) 
(52.8-64.7) 
(54.9-61.8) 
(60.5-66.5) 
(56.1-64.1) 
(62.3-68.1) 
(57.6-65.3) 
(61.0-66.5) 
(61.1-66.9) 
(64.2-69.1) 
(56.6-64.3) 
(65.7-70.9) 
(59.5-63.5) 
(57.0-62.9) 
(61.7-68.1) 
(60.0-66.9) 
(64.6-71.1) 
(54.7-62.9) 
(53.6-61.3) 
(55.8-64.6) 
(58.9-64.7) 
(64.4-69.4) 
(64.9-70.8) 
(62.8-68.3) 
(64.7-70.6) 
(54.5-62.7) 
(60.3-67.2) 
(58.6-65.3) 
(62.8-69.6) 
(61.1-67.6) 
(63.2-69.9) 
(59.9-65.8) 
(61.3-67.6) 
(49.7-56.2) 
(59.5-66.8) 
(64.1-68.5) 
(54.5-62.1) 
(57.4-63.3) 
(60.6-66.6) 
(70.5-77.2) 
(63.4-68.6) 
(55.4-62.7) 
(62.6-69.2) 
(58.6-65.3) 
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trust-wor-thy: adj 


(‘trast-"wor-thé) 1 : worthy of belief 


2 : capable of being depended upon; 


see also MMWR. 
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ind Washington) and in Puerto Rico. A median of 44.4% of 


men (range: 30.8% [South Dakota]—59.3% |Nevada]) and of 


17.5% of women (range: 31.7% |North Dakota]—59.9% 
Nevada]) reported ever having been tested for HIV. Among 


tested, a media 29.1 of men and 


7.0% of women had their most recent test during the 1: 


tnose persons evel 


S| 


months preceding the interview (range: 21.0% |Maine 
+1.5% [Virgin Islands] for men; 16.3% |Maine|—38.1% [Vir 
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women was statistically 
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FIGURE. Percentage of persons aged 18-64 years reporting 
ever having been tested for HIV infection, by area — Behavioral 
Risk Factor Surveillance System, United States, 2001 
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Editorial Note: This report indicates that approximately half 
median: 45.6%) of persons in the United States aged 18-64 
years have been tested for HIV. This finding is consistent with 
previous BRFSS data indicating increased testing rates (6) and 
with other general population surveys (4). The proportion of 
persons tested for HIV varied by area and sex. The variability 
in HIV testing by area probably represents area-specific dif 
ferences in the prevalence of HIV infection and AIDS and in 


the scope of HIV-prevention and -education programs. The 
variability in HIV testing by sex probably is attributable to 
y 


pregnancy testing; 8.5% of women reported that the reason 


ror thei most recent test was pregnancy. Because an increas 
ing proportion of persons with AIDS are women (7), vari 


ability in HIV testing by sex should be monitored. Differences 


1 
between men and women in testing prevalence and reasons 


for being tested might have implications for developing HI\ 


prevention and education programs. 


| 


sgt , 
[he findings in this report are subject to at least three limi 


1 j l 
tations. First, BRFSS excludes persons without telephones and 


those who are institutionalized. Second, BRFSS data are self 
reported and thus are subject to recall bias in testing 
Finally, the median response rate was 5 


I 
New Jersey 81.59 


Puerto Rico 
i} 
have minimal bias (8 


Although general popul ition surveys such as BRFSS reach 


] 


a population that is generally at low risk for HIV infection 


9), such surveys pro\ ide useful data about the HIV-antibody 


] i i | ’ 
testing behaviors of U.S. adults outside of public ClINICcs 


BRI SS data can he sed tO assess progress toward achie ving 


the goals of CDC's HIV-prevention strategic plan (2). The 


findings indicate an ongoing need to promote volunt iry HI\ 

counseling and testing and underscore the importance ol 
1 \ 

reducing barriers for early diagnosis of HIV infection and pro 

1; 

i 


viding persons with knowledge of their HIV status and access to 


counseling and treatment to prevent further transmission (3 
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Varicella-Related Deaths — 
United States, 2002 


Varicella is a vaccine-preventable disease that can be fatal. 
During 2002, state health departments notified CDC about 
nine fatal cases of varicella in adults and children. This report 
summarizes clinical data for one adult and one child, reported 
from Kansas and Illinois, respectively. Both patients were sus 
ceptible, unvaccinated, and exposed to unvaccinated children 
with varicella. These deaths highlight the importance of imple 
menting strategies recommended for varicella disease preven 
tion (/,2), including child care and school vaccination 


requirements, and underscore the need for improving vari 


cella death surveillance 


Case Reports 

Case 1. On January 19, 2002, an immunocompetent man 
ged 37 years reported to an emergency department (ED) with 
acute cough and shortness of breath preceded by a 3-day his 
tory of skin rash and a 4-day history of fever. He was exposed 
to his unvaccinated daughter aged 9 years, who had varicella 
disease (rash onset: January 3). The patient's other daughtet 
aged 5 years (also unvaccinated) had rash onset 2 days aftet 
her father’s. Before the patient's admission, neither he nor his 
children had been examined by a health-care provider fot 
varicella-related signs or symptoms. The patient had no his 
tory of varicella and was unvaccinated. His medical history 
included current smoking. 

On initial examination, the patient had numerous skin 
lesions consistent with varicella and diffuse inspiratory crack 
les. Chest radiography showed a five-lobe interstitial infiltrate 


with slight nodularity, suggestive of varicella pneumonia. 


Intravenous acyclovir, broad-spectrum antibiotic ther 


oxygen were initiated. The patient was admitted to the 


sive care unit. Overnight, his respiratory difficult 


and he required intubation. 


During hospitalization, the patient had complication 


including recurrent pneumothoraces, cardiopulmonary arrest 


istant 


anoxic encephalopathy, bacteremia (methicillin-re 


coagulase negative staphylococcus), left upper extremity deep 


venous thrombosis, and coma. He died on March 9. Labora 

tory tests of nasopharyngeal specimens wer 

influenza A and B antigens. An autopsy was not perfor 
Case 2. On January 14, a girl aged 9 years was taken 1 


ED with a 3-day history of classic 
| 


] 
history of inability tO beat weight on the | 


ett foot and leg 
a history of fever of unspecified duration. The patient had 
history of varicella and was unvaccinated. Her history 


negative for traumatic injury 


| 


On initial examination, tne patient had revel 10] | 


38.3 ( a generalized rash with crusted lesions, and mild 


swelling induration, and warmth Ove! the lc rt calf 


foot. The patient was admitted with diagnoses of 


possible sepsis and possible left lower ex 


Intravenous natcillin was ordered \pproximately 


ifter initial evaluation, purpk discoloration surrounding t 


] ] } vw rh t t 
varicella lesions was noted. Subsequently, the patien 


patient s 
had respiratory distress and, despite intubation, cardiac arrest 
16 hours after initial 


issessment. Premortem blood cultures yielded beta-hemoly 


ensued. The patient died approximately 
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dren with varicella (rash onset: December 21 
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Editorial Note: The cases described in this report demon 
strate the potential seriousness of varicella disease. With the 
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licensure of a safe and effective varicella vaccine in 1995, vari 
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strate other evidence of varicella immunity (2). By December 
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unpublished data, 2002). Require 
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i.e., kindergarten, elementary school, 
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departments should contact NIP’s Viral Vaccine-Preventable 
Disease Branch, telephone 404-639-8230. 


References 
CDC. Prevention of varicella: recommendations of the Advisory 
tee on Immunization Practices (ACIP). MMWR 1996;45(No 

2. CDC. Prevention of varicella: updated recommendations of tl 
sory Committee on Immunization P1 
1999:48(No. RR-G 

3. Galil K, Lin FE, Seward J. Hospitalizations for 
States, 1988-1995. Pediatr Infect Dis ] 2002;21: 

+. Meyer PA, Seward JF, Jumaan AO, Whartor 

| 


before vaccine licensure in the Unite 


ictl 


trends 


] Infect Dis 2000:182:383—90 


5. Seward JI Watson BM, Peterson Cl tal. Var | 


€ i ricella disease after intro 
duction of varic vaccine in the United States, 1995-2000. JAMA 
2002:287:606 

CDC. Estimated vaccination coverage with indi 


| 


selected vaccination series among children 19—35 months of age | 


idual iC 


ind immunization action plan area, National Immunization Survey, Q1 


2000—Q4/2000. Available at http://www.cdc.gov/nip/coverage/ NIS/00 


KIS 
Estimated vaccination coverage 
wccination series among children 1° 
ind immunization action plan irea, Nationa 
2001—Q4/2001. Available at http://www.cd 
TAB25-var_race lap.xls 
uncil of State ind lerritorial | pidem ologi 
1998-ID-10: inclusion of varicella-r ( 
Health Surveillance tem (NPHSS 
ste.org/ ps 19OOR 
vual for che 
Atlanta, Georgia S. Department 
CDC, 2002, 5 Available at hee 


" ' 
manual/chpt!4_varicel 





Update: Severe Acute Respiratory 
Syndrome — Toronto, Canada, 2003 


Severe acute respiratory syndrome (SARS) was first recog 


nized in Toronto in a woman who returned from Hong Kong 
on February 23, 2003 (/). Transmission to other persons 
resulted subsequently in an outbreak among 257 persons in 
several Greater Toronto Area (GTA) hospitals. After imple 
mentation of provincewide public health measures that 
included strict infection-control practices, the number of re« 
ognized cases of SARS declined substantially, and no cases 
were detected after April 20. On April 30, the World Health 
Organization (WHO) lifted a travel advisory issued on April 
22 that had recommended limiting travel to Toronto. This 
report describes a second wave of SARS cases among patients, 
visitors, and health-care workers (HCWs) that occurred at a 
foronto hospital approximately 4 weeks after SARS trans 
mission was thought to have been interrupted. The findings 
indicate that exposure to hospitalized patients with unrecog 
nized SARS after a provincewide relaxation of strict SARS 


control measures probably contributed to transmission among 


HCWs. The investigation underscores the need for monitor 
ing fever and respiratory symptoms in hospitalized patients 
s 
and visitors, particularly after a decline in the number of 


repor ted SARS cases. 


?3—June 7, the Ontario Ministry of Health 


and Long-Term Care received reports of 361 SARS cases (sus 


pect: 136 |38%)|: probable: 225 [62%]) (Figure 1) 


During February 2 


; as of June 
7, a total of 33 (9%) persons had died. Of 74 cases reported 
during April 15—June 9 to Toronto Public Health, 29 (39%) 
occurred among HCWs, 28 (38%) occurred as a result of 
exposure during hospitalization, and 17 (23%) occurred 
among hospital visitors (Figure 2). Of the 74 cases, 67 (90% 
resulted directly from exposure in hospital A, a 350-bed GTA 
community hospital. 

lhe majority of cases were associated with a ward used pri 
marily for orthopedic patients (14 rooms) and gynecology 
patients (seven rooms). Nursing staft members used a com 
mon nursing station, shared a washroom, and ate together in 
a lounge just outside the ward. SARS attack rates among nurses 
assigned routinely to the orthopedic and gynecology sections 
of the ward were approximately 40% and 25%, respectively. 

During early and mid-May, as recommended by provincial 
SARS-control directives, hospital \ discontinued SARS 
expanded precautions (i.e., routine contact precautions with 
use of an N95 or equivalent respirator) for non-SARS 
patients without respiratory symptoms in all hospital areas 
other than the emergency department and the intensive care 
unit (ICU). In addition, staff no longer were required to weat 
masks or respirators routinely throughout the hospital or to 
maintain distance from one another while eating. Hospital A 
instituted changes in policy on May 8; the number of persons 
allowed to visit a patient during a 4-hour period remained 
restricted to one, but the number of patients who were 
allowed to have visitors was increased. 

On May 20, five patients in a rehabilitation hospital in 
foronto were reported with febrile illness. One of these five 
patients was determined to have been hospitalized in the 
orthopedic ward of hospital A during April 22-28, and a sec 
ond was found on May 22 to have SARS-associated 
coronavirus (SARS-CoV) by nucleic acid amplification test. 
On investigation, a second patient was determined to have 
been hospitalized in the orthopedic ward of hospital A during 
April 22—28. After the identification of these cases, an investi 
gation of pneumonia cases at hospital A identified eight cases 
of previously unrecognized SARS among patients. 

Che first patient linked to the second phase of the Ontario 
outbreak was a man aged 96 years who was admitted to hos 
pital A on March 22 with a fractured pelvis. On April 2, he 
was transferred to the orthopedic ward, where he had fever 


and an infiltrate on chest radiograph. Although he appeared 
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February 23—June 7, 2003 


FIGURE 1. Number’ of reported cases of severe acute respiratory syndrome, by classification and date of illness onset — Ontario, 
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FIGURE 2. Number* of reported cases of severe acute respiratory syndrome, by source of infection and date of illness onset — 
Toronto, Canada, April 15—-June 9, 2003 
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lransient carriage of pathogens on the hands of HC Ws is the 
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occurring with no associated cases of HCW illne 


a convalescent specimen to be obtained 


most common form of transmission for several nosocomial of symptoms (5 


infections, and both direct contact and droplet spread appeat Severa 


). HCWs Improve recognition of SARS in hospitalized patients \ stan 
1 assessment for SARS (e.g., clinical, r 


potential approaches ror monitoring patients Mm 
major modes for transmitting SARS-Co\ 


should be directed to use gloves appropriately (e.g., change dardizec 


. ; 
gloves after every patient contact and avoid their use outside a laboratory criteria) might be used among a 


to hand patients with new-onset fever, especially ror units or wards in 


patients room and to pay scrupulous attention 11 
hygiene betore putting on and aftet removing gloves which clusters of febrile patients are identified. In addition 


| 
SOTTIC hospital computel information systems mig 


| phy 


In addition to active and passive surveillance for fever and 


respiratory symptoms among HCWs, early detection of SARS of administrative and 


| , 
selected observations that 


cases among persons in health-care facilities in SARS-atfected 


| 
areas is critical, particularly in facilities that provide care to investigation. 
Che Toronto investigation found early transmissio1 


SARS patients. Identifying hospitalized patients with SARS is 


nr 


difficult, especially when no epidemiologic link has been rec to both patients and visitors in hospital A. In 


1 





ognized and the presentation of symptoms is nonspecific. recently by SARS, clusters of pneumonia occurring in either 
Patients with SARS might develop symptoms common to hos visitors to health-care facilities or HCWs should be evaluated 
pitalized patients (e.g., fever or prodromal symptoms of head fully to determine if they represent transmission of S ARS. To 
facilitate detection and reporting, clinicians in these are 


ache, malaise, and myalgias), and diagnostic testing to detect as 
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Update: Severe Acute Respiratory 
Syndrome — United States, 
June 11, 2003 


cases classified as suspect 5 ARS and 70 (18%) classified as 
probable SARS (i.« 


presence of pneumonia or acute respiratory distress syndrome) 


, more severe illnesses characterized by the 


(2). Of the 70 probable patients, 68 (97%) had traveled to 
areas with documented or suspected community transmission 
of SARS within the 10 days before illness onset; the remain 


>”) | 
ing two ») patients were a health care worker who pro- 


vided care to a SARS patient and a household contact of a 
SARS patient (3). Of the 68 probable SARS cases actributed 


- 
to travel, 35 (51 patients reported travel to mainland China; 


17 (25%) to Hong Kong Special Administrative Region, China; 


five (7%) to Singapore; one (1 to Hanoi, Vietnam; 14 (21% 
to loronto, Canada; and five (7%) to Taiwan; of these 
10%) reported travel to more than one of these areas. 


Serologic testing for antibody to SARS-CoV has been com 


pleted for 134 suspect and 41 probable cases. None of the 


1 ‘ , 
suspect cases and eight (20%) of the probable cases have dem 


onstrated antibodies to SARS-CoV, seven of which have been 
described previously (3). The eighth serologically confirmed 
probable SARS case occurred in a North Carolina resident 
traveled to Toronto, Canada, on May 15 and visited a 

in a health-care facility on May 16 and 17. The relative’s 


hospital roommate and another visitor in the room during 


these visits both subsequently had SARS diagnosed. The 


patient returned to the United States on May 18, and had a 
fever on May 24, followed by respiratory symptoms. He was 


treated as an outpatient for these symptoms beginning on May 
27, and a chest radiograph on June 3 documented pneumo 
nia. The patient has remained in isolation at home. All of the 
exposed health-care workers and family contacts are undet 
ictive surveillance for SARS 

Serologic testing on this patient was negative for antibody 
to SARS-CoV at day 10 of illness and positive at day 11. SARS 
CoV RNA was not detected by RT-PCR in nasopharyngeal 
ind oropharyngeal swabs collected from the patients 11 days 


ifter onset of symptoms 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals June 7, 2003, with historical 


data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending June 7, 2003 (23nd Week)* 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending June 7, 2003, and June 8, 2002 
(23nd Week)* 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 7, 2003, and June 8, 2002 


(23nd Week)* 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 7, 2003, and June 8, 2002 


(23nd Week)* 





Reporting area 


Haemophilus influenzae, invasive 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 7, 2003, and June 8, 2002 


(23nd Week)* 





Hepatitis (viral, acute), by type 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 7, 2003, and June 8, 2002 


(23nd Week)* 





Reporting area 


Malaria 


Meningococcal 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 7, 2003, and June 8, 2002 


(23nd Week)* 





Reporting area 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 7, 2003, and June 8, 2002 
(23nd Week)* 





Syphilis Varicella 


Primary & secondary Congenital Tuberculosis Typhoid fever (Chickenpox) 
Cum Cum Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending June 7, 2003 (23nd Week) 
All causes, by age (years) 





All causes, by age (years) 





All P&I’ All 
Reporting Area Ages >65 | 45-64 | 25-44 1-24 <1 | Total Reporting Area Ages >65 | 45-64 | 25-44 1-24 <1 
NEW ENGLANL 441 32 2¢ 8 47 1.431 868 134 4 


ton, Mass 143 


























ang Dy tie W 
nia and influenza 
| changes in reporting 


ncludes unknown ages 








June 13, 2003 





The Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control and Prevention (CDC) and is available free of charge 
in electronic format and on a paid subscription basis for paper copy. To receive an electronic copy each week, send an e-mail message to listserv@listserv.cdc.gov. The 
body content should read SUBscribe mmwr-toc. Electronic copy also is available from CDC's World-Wide Web server at ttp://www.cdc.gov/mmwr or from CDC's 


file transfer protocol server at fip://fip.cdc.gov/pub/publications/mmwr. To subscribe for paper copy, contact Superintendent of Documents, U.S. Government 
Printing Office, Washington, DC 20402; telephone 202-512-1800. 


Data in the weekly MMWR are provisional, based on weekly reports to CDC by state health departments. The reporting week concludes at close of business on 
Friday; compiled data on a national basis are officially released to the public on the following Friday. Address inquiries about the MMWR Series, including material 
to be considered for publication, to Editor, MMWR Series, Mailstop C-08, CDC, 1600 Clifton Rd., N.E., Atlanta, GA 30333; telephone 888-232-3228. 


All material in the MMWR Series is in the public domain and may be used and reprinted without permission; citation as to source, however, is appreciated. 
All MMWR references are available on the Internet at http://www.cdc.gov/mmwr. Use the search function to find specific articles. 
Use of trade names and commercial sources is for identification only and does not imply endorsement by the U.S. Department of Health and Human Services. 


References to non-CDC sites on the Internet are provided as a service to MMWR readers and do not constitute or imply endorsement of these organizations or 
their programs by CDC or the U.S. Department of Health and Human Services. CDC is not responsible for the content of these sites. URL addresses listed in 
MMWR were current as of the date of publication. 


U.S. Government Printing Office: 2003-533-155/69122 Region 





E€ECOE VO ‘'VANVAINLY 


(DaD) NOILNSAS3Y¥d GNV IOYNLNOD 3SVESIC 4O4 SHSBLNAD 


a 0 
7" 
4 
cpa 
2 n 
725 
Ww 
m a, 
ae 
or wW 
m = 
z 
a> 
‘9) W 
c 1) 
m 
7) 
4 
m 
| 


v 
m 
4 
> 
7 
4 
< 
Bi 
° 
a 
v 
a 
< 
> 
4 
m 
c 
vy) 
m 
i 
W 
° 
° 


Greil KXOB Od 


NOLUSINOOY S WoIGORIsd 


ONINYYI1 & NOLLVINWHOSNI 1SSNOOd 





RY iW BODY NN 


1-301 
SGLOZ911 SE086 90Z0 


LO 
S3DIAUSS NVYWNH GNV HLIVSH AO INAWLYVdSG 





v82Z-D ‘ON HUldd 
909/SHd 


Givd $334 % 3DVLSOd 
VW SSV19-LSHUl4 























